Accepted 27 July 1981 myoclonic jerks resolved completely, without any specific treatment, over the next few days. Three months later examination revealed no abnormality.
Halliday has contrasted clinically and electrophysiologically two types of myoclonus: "the irregular, variable, stimulus-sensitive jerking typical of myoclonic epilepsy and the rhythmical, invariable, insensitive myoclonus typical of local lesions of the cord or brainstem".1 In spinal myoclonus synchronous jerking is seen in muscles innervated by affected adjacent spinal cord segments. The frequency can vary from 2 to 600 contractions per minute. 2 Numerous causes have been described including tumour,34 trauma,5 spinal anaesthesia,6 degenerative processes involving the alpha motor neurone7 and spinal inflammation.8 9 In view of the rarity of the condition two further cases are described, including the pathological findings in one. CASE 1 A 40-year-old Indian housewife presented with a two week history of jerking of the lower limbs. This was associated with burning discomfort in her feet and urinary retention which required catheterisation prior to her admission to hospital. She denied recent infection, backache, weakness or numbness in the legs or perineum. On examination, she had rapid, rhythmic, involuntary jerks of the glutei and all muscle groups of both lower limbs. These jerks were intensified by voluntary effort and were absent during sleep. There was no reaction to auditory "startle". Tone, power and tendon reflexes in the lower limbs were normal and the plantar responses were flexor. No Electromyography of muscles of both legs showed fasciculations but no fibrillation or giant units. Motor conduction velocity in the posterior tibial nerve was 36 m/s on each side; normal sensory action potentials were obtained in the median, ulnar and sural nerves. Simultaneous recordings were made from the right and left gastrocnemius muscles during stimulation of each posterior tibial nerve in the popliteal fossa. At a stimulus intensity insufficient to produce a direct (M) response on the stimulated side there was a late response of latency 42-44 ms in both gastrocnemii when stimulating the right posterior tibial nerve, and of 43-45 ms on both sides when stimulating the left side. At the same time widespread myoclonic jerking occurred in both legs. The late response was still seen when the stimulus was increased to produce a direct response (fig 2) . Similar findings were obtained 14 days and 28 days later.
Pathology
At examination postmortem there was bilateral bronchopneumonia. The heart showed left ventricular hypertrophy and moderate atheroma of coronary arteries. Atheroma was severe with ulceration in the aorta and moderate in large arteries. The brain was normal to the naked eye and microscopically. The spinal cord was fixed in formalin. On macroscopical examination, the leptomeninges, the nerve roots and the spinal cord were of normal appearance. Transverse sections of the cord were taken at different levels, and paraffin wax embedded sections were stained with haematoxylin and eosin, the Nissl method Myoclonus which is triggered by sensory stimuli has been termed reflex myoclonus and divided into "reticular" and "'cortical" types on physiological grounds.17 18 In contrast to reflex myoclonus the spinal type is frequently unresponsive to stimuli and unaffected by sleep. However, movement, mental stress, and auditory stimuli affect jerking in some cases and as in our patients it may cease during sleep. Auditory stimuli enhanced myoclonus in cats inoculated with Newcastle Disease virus. 15 Leigh et al'9 have recently described a patient with progressive muscular rigidity associated with reflex myoclonus of axial and leg muscles which occurred both spontaneously and in response to muscle stretch of the head and neck and to light touch to the perioral region. As in segmental myoclonus the jerking was rhythmic at times and there was evidence of a focal lesion, in this case an atrophic process affecting the lower brainstem and cerebellum. However, jerks were more widespread than in our cases, of brief duration and time-locked to an EEG evoked response which represented an enlarged sensory evoked potential and preceded the earliest muscle response.
The prognosis of spinal myoclonus clearly depends upon the underlying lesion. In our first case spontaneous resolution occurred, consistent with the postulated aetiology of viral neuronitis. In case 2 myoclonus was temporarily abolished by intravenous diazepam and alleviated by oral clonazepam, con-firming previous reports of the efficacy of benzodiazepines in this condition. 2 20 This group of drugs has previously been shown to be of benefit in cases of rigidity associated with progressive encephalomyelitis and strychnine poisoning.21 myoclonus. 
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